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We note the use of separate questionnaires to derive 
scores for the individual Quality of Life (QOL) 
domains uch as Barthel independent ADL index and 
the Frenchay activities index etc. Analysing QOL in 
this manner has several disadvantages; 
(1) The reliability and viability of these questionnaires 
to fulfil this function in this particular setting has 
not been studied. 
(2) These questionnaires do not address patient sat- 
isfaction with their quality of life i.e. some patients 
may be moderately or severely physically disabled 
but have adapted their lives so that they are quite 
content with their physical and social role in life. 
Questionnaires such as the Short Form 36 cover 
this area more thoroughly. 
(3) A single quality of life index score, perhaps the 
most valuable aspect of QOL assessment for use in 
economic appraisal, isvery difficult o obtain using 
these measures. 
(4) Several QOL domains have been omitted e.g. 
sleep. 
Thus we were slightly surprised the authors used 
this adhoc collection of assessment tools to analyse 
QOL when there are perfectly reliable and validated 
QOL specific questionnaire designed to do this. If we 
are to have meaningful economic evaluations incorpo- 
rating QOL data applicable across the medical and 
surgical specialities then standardised methods of 
QOL measurement should be used to prevent isolated 
collections of incomparable data. 
We noted that 35% of patients entered were unable 
to be followed up. Also, and perhaps most impor- 
tantly, preoperative QOL (thus change in QOL) was 
not assessed and therefore the relative benefit or 
deficit incurred from each intervention was not 
addressed. 
The cost of shower and concrete ramp installation 
(£14000 and £15000 respectively) seems a little 
excessive could the authors expand on this. 
I. C. Chetter 
Leeds, U.K. 
Authors' Reply 
We would like to thank Mr Chetter for his comments 
on our paper and we would like to reply to the points 
that he has raised. 
Mr Chetter's main objective is the use of separate 
domains such as the Barthel ADL index and the 
Frenchay activity index rather than a unified profile 
such as the Short Form 36 (SF 36). It is axiomatic that 
the validity of health measures can never be proven 
since there is no "gold standard". However, it is 
important that profile measures which generate sepa- 
rate scores across a range of dimensions are not 
confused with index measures which result in a single 
number. Opponents of profile scores argue for the 
distinctive nature of the different concepts of health 
(e.g. physical mobility and mood) and for keeping 
them separate. The opposing index school led by 
economists who address resource allocation issues 
would argue there is the important question of how to 
weigh up changes in the different dimensions. The 
aim of this paper was to study the individual domains 
of quality of life in detail rather than an overall 
economic appraisal. Although the SF36 covers many 
domains, itwas not considered etailed enough in the 
particular aspects that are important to amputees. 
Although many of the domains used have not been 
specifically validated on patients undergoing recon- 
structive surgery and amputation, they have been 
used extensively in stroke patients who have very 
similar rehabilitation problems. Validation of Quality 
of Life Measure is difficult because of the lack of a 
"gold standard" and to our knowledge the SF36 has 
not been specifically validated for this area either. 
Mr Chetter states that several QOL domains were 
omitted, e.g. sleep but if he had cared to undertake a 
little reading he would have found that the anxiety 
and depression scores include this aspect. The criti- 
cism that 35% of patients were not followed-up is 
unfair as half of these patients had died before their 6 
month community assessment. Even Mr Chetter must 
be aware that it is difficult o obtain a QOL score from 
a deceased patient. Preoperative QOL was not 
assessed because the study was retrospective as 
clearly stated in the abstract. A larger prospective 
study is now nearing completion. In this study, 
patients were assessed before and after treatment to 
assess the change in their QOL. The cost of adapta- 
tions to the patient's home do appear to be very 
expensive. However, these costs were accurate as they 
were obtained from the Department of Social 
Services. 
In conclusion, we agree that standardised methods 
of QOL measurement eed to be useful for mean- 
ingful economic evaluation between different medical 
and surgical treatments. However, the main aim of 
this study was to study aspects of QOL in detail after 
surgical reconstruction r amputation for critical imb 
ischaemia with a view to identifying predictors of 
success or failure which could help with individual 
patient management i  the future. 
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